gives some details of a small series of cases in children and adolescents dealt with during the last twelve years. The most striking feature in the cartilage cases, which form more than half the total, is the relative frequency with which the external cartilage is at fault. Though all agree that the internal cartilage more commonly calls for removal in the adult, the percentage frequency recorded varies enormously. In the period under review 36 abnormal or damaged cartilages were removed from patients under the age of 20-including a case classed under osteochondritis dissecans, but excluding the cystic cases); 23 of these were external and only 13 internal, a proportion of nearly 1'8 to 1. If children only are considered, the proportion of external cartilage lesions is considerably higher. During the same period the author's adult cases (20 years and over) give a proportion of 2-7 to 1 in favour of the internal cartilage, a figure which agrees very closely with Dunn's [1] , but is distinctly lower than that given by Platt [21, Bristow [3] , and others, with much larger series of cases. Of the 23 external cartilages removed in the present series, no less than 13 (56%) were regarded as congenitally abnormal, another very striking fact. Dunn found only 10% of the external cartilages abnormal in his patients of all ages, while Bell-Jones [4] found 18% abnormal. In no case have we seen an undoubted developmental error affecting the internal meniscus. The younger the patient with internal derangement, the more likely it seems is the external cartilage to be found at fault and to be congenitally abnormal. Only three cases of cyst of the external cartilages are included in the series, but two other young patients were seen in whom a diagnosis of cyst was made without hesitation, but in whom-in the absence of marked symptoms-operation was postponed. In both cases the local swelling disappeared completely, and-apparently-permanently.
One of these was re-examined at intervals for many years.
FEB.-OIRTH. I Osteo-chondritis dissecans, as one might expect, is relatively common. Of a total of 32 cases of this condition affecting the knee-joint, at ages varying from 9 to 52 years, 14 are found in the present series. These younger cases differed in no way from the remainder. The case of complete absence of the crucial ligaments, in a boy aged 63 years, was dealt with by a fascial graft, with a perfect and permanent result [5] .
Slipping patella (8 cases) supplies a relatively large figure in the table. One <difficulty I have experienced in these young patients, relying for one's diagnosis, as one usually must, on the patient's own account of the crises, is in excluding an unstable patella as the cause of the trouble. Slipping patella comes "into the picture " as a possibility in older children and adolescents-particularly in girls-much more than it does in adults. The difficulty is not diminished by the fact that the patients commonly point to the antero-internal aspect of the joint as the seat of the trouble, owing to the inevitable stretching of the capsule in this region when the patella is displaced. While examining cases of suspected recurrent dislocation of the patella, I have been struck by the marked apprehension often displayed by the patient when the patella is pushed outwards in testing the stability of this bone. Not uncommonly the patient will seize the examiner's hands to check the manipulation which she finds uncomfortable and regards as distinctly dangerous. This sign, when present, I regard as strong evidence in favour of a diagnosis of slipping patella. In some cases the patella itself seems to be roughened and sensitive on its deep aspect. I might add that I have been struck by the frequency with which damage to the cartilage of the patella is found to be present, at all ages, when examination of this bone is made a part of the routine procedure in all knee cases that are explored. If the slightly oblique, vertical incision on the appropriate side of the patella is used for exploring the cartilage, the examination of this bone is a simple matter. The diagnosis of a knee case in a child is, in my experience, by no means always an easy matter. The history is often imperfect, and there may be some difficulty in even deciding whether the case is traumatic or inflammatory in origin. A rough rule which for many years I have found to be a useful guide in most cases is the following :-Fluid in the knee -indicates trauma or a mechanical fault; synovial thickening alone indicates tubercle; synovial thickening plus fluid indicates non-tubercular infective arthritis. I think it is wise to hesitate before exploring a knee-joint in a child unless one feels quite sure *of one's diagnosis. No harm results irom delay. Quite a number of children with swollen knees of indefinite origin get well if they are only given time, with or without a period of splintage. To return to the congenitally abnormal cartilages, Table II gives some details of -the twelve cases with thirteen abnormal cartilages. The youngest patient was 7 at -the time of operation. A still younger patient, seen with typical signs in both Section of Orthopcedies knees, was ony 5 years of age: as he was free from symptoms no operation was performed. Bell-Jones mentions a child operated upon when 2 years old for symptoms dating from the age of three months. Only two cases of abnormal external cartilage have been met with over the age of 20: in one of these both knees were affected. It seems reasonable to assume, therefore, that if present and inclined to give rise to trouble, this developmental error will do so probably before adult life is reached. In only two of the twelve younger patients were the signs and symptoms bilateral; in one of these the second knee did not require operation. The symptoms have usually been of a mild chronic or recurrent character; " locking " is distinctly uncommon. In only two of the series was there a definite history of trauma. The most striking sign-and the one for which advice is often sought-is the characteristic and well-known "snaps" or "clonk ", which can be said to be audible, visible and palpable, as the leg passes a certain angle of flexion, usually during the extension movement, but sometimes during both flexion and extension. The outer tibial tuberosity appears to jump over an obstruction as it moves forwards during extension, while in many the tibia seems to jump into a valgum position in relation to the femur. An abrupt movement of the cartilage is easily seen in many of the patients, sometimes suggesting that the cartilage has moved forwards and sometimes that it has moved backwards. I am inclined to disagree with Middleton [7] , and say that the forward movement is the more common. All but one of the cases displayed this snap, but it was also present in two of the cases with congenitally normal, though damaged, menisci. In most cases the diagnosis of an external-cartilage lesion is easy, and in view of the age of the patient, the finding of a congenital error can be predicted with fair certainty.
Anatomically our cases seem to fall into three groups: First, the discoid (nine cases) in which the cartilage displays no suggestion of the usual crescentic shape, but forms a more or less complete circular disc lying in the outer half of the joint. The centre of the disc is usually, but not always, much thinner than the periphery, and may be perforated or so thin that it is easily damaged during removal. In some the whole length of the peripheral border of the cartilage is attached to the tibia. The first specimen of this complete type was reported by Bristow [61 in 1927. In others there is a short free border, close to the tibial spine, a condition which might well be described as a cartilage so wide that it completely separates the outer condyle from the tibia. In yet others there are two free borders, either corresponding in position more or less to the normal, i.e. one near the centre of the joint, and the other opposite the popliteus tendon, or in quite unexpected situations. A case of this type, from the present series, was reported in 1925 [8] . SpecimeDs of this type have been placed in the "discoid" group because in each case the meniscus was much more extensive than usual, stretched across the outer half of the joint, separating femur from tibia, and its shape and thickness could nlot possibly have resulted from trauma to a normal cartilage. Sub-discoid might be a more suitable title for these very irregular cartilages. All the fourteen cases reported by Bell-Jones seem to belong to this group.
In the next group (three cases) the posterior half is entirely absent. The anterior half is abnormal in shape and thickness, and forms a sort of semicircular half-disc. In two of the three cases, in the region of the external lateral ligament, the cartilage ended by turning upwards towards the femur, to which it appeared to be attached, instead of to the tibia. This was a very definite and striking finding. In the third case no sign of the anterior crucial ligament could be seen; whether this was the result of developmental error or of trauma could not be determined. Thirdly, in a group by itself, we have placed a cartilage which, though crescentic in shape, was attached to the tibia mesially instead of laterally, while the free concave border was directed outwards instead of inwards. This specimen, removed from a boy aged 7, seemed to us quite definitely not the result of a so-called bucket-handle lesion of a normal cartilage, since almost the whole of its peripheral border was attached to the bone. I have labelled this " reversed ", as being the only descriptive title which occurs to me. The shape of one of the discoid cartilages is rather suggestive of this " reversed" type. Some of the specimens, in addition to the developmental error, showed signs of damage by repeated trauma. In one of the cases, classified above as fracture of a normal cartilage (a girl, aged 9), the middle part, opposite the external lateral ligament, was thinned and fibrous, possibly the result of developmental error and not of trauma. The anterior end showed a large tag, which accounted for the symptoms. Possibly this cartilage was similar to those removed by Dunn from the two knees of a man aged 43. The results of complete excision of these cartilages seems to be good. In the cases with a long history, and particularly when the bones have been separated by an Section of Orthopcedics Ai4t. 431 0-abnormal cartilage of some thickness, some instability is naturally present for a time after operation. I am not sure whether this laxity of ligaments ever disappears in some cases. The majority reported themselves as entirely free from symptoms at varying periods after operation.
In conclusion I repeat that, speaking generally, I think we should be rather more cautious about operating upon the young patients as compared with adults, since quite a number of the former, in spite of suspicious symptoms, get perfectly well 
